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These rules are also applicable to a very great extent in cases with a 
chronic onset. However, lesions on the base of the brain or in the orbit 
implicating some of the fibres of the third nerve may in rare instances 
cause similar forms of paralysis. This is especially the case in syphilitic 
disease of the base of the brain, where gummatous exudations may 
involve but a part of the fibres of one or even both motor oculi. 
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A CONSIDERATION OF CERTAIN DETAILS IN THE MANAGE¬ 
MENT OF THE PREGNANT AND PUERPERAL PATIENT. 

By William R. Nicholson, Jb., Ph.B., M.D., 

ATTENDING OBSTETRICIAN TO THE MATERNITY nOSPITAL OK PHILADELPHIA, AND ASSISTANT 
DEMONSTRATOR OK OBSTETRICS IN THE UNIVERSITY OK PENNSYLVANIA, ETC. 

Tiie following paper is presented in the hope that the plan of treat- 
ment as outlined may be found acceptable by the general practitioner, 
who is really the accoucheur of the world. 

It is an unfortunate fact that among the laity the idea is so prevalent 
that pregnancy and delivery are simply physiological states and acts. 
That they are such in many cases is most fortunately true, but this does 
not make it the les3 true that the realm of pathology may easily be in¬ 
vaded. Still more unfortunate is it that in the profession are still to be 
found many men who view the pregnant woman and even the womau 
in labor with less eolicitude than the ordinary breeder views his animals. 
Some may very likely deny this last statement, but I ask, How many 
men are accustomed to make a routine examination of the pelvis or of 
the urine during pregnancy? In how many cases is the heart regularly 
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examined ? How often is the position of the child determined before 
the actual onset of labor ? It might well be asked. How often is this 
last point ever determined ? 

Now, while it has been fortunately ordained that women will, in the 
majority of cases, deliver themselves spontaneously, it is not the less 
true that in many cases art can assist nature not only in lessening the 
duration of suffering, but saving the woman possible serious injury if 
the above questions, with others, have been answered correctly. 

With the idea that the need of more careful study of the seemingly 
normal case should be emphasized, this paper has been prepared. It will 
be noted that the attempt is not made to present a complete account of 
the technique of delivery, only such points being discussed as have 
seemed to me to be the ones most often neglected. 

First of all, it is earnestly to be desired that more attention be paid 
to the period of gestation, and that as soon as possible after the diagnosis 
of pregnancy has been made the urine should be examined for the 
presence of albumin and sugar, and that the heart and lungs should, 
also be examined. With regard to the urine, it is the custom of many 
men to attach great importance to the estimation of urea under a mis¬ 
taken idea of its importance. This substance is so greatly influenced by 
dietary changes that its estimation is, in the usual case, of very doubtful 
value. The importance of the re-examination of the urine at regular 
intervals during the pregnancy must also be urged. The peculiar 
hazard which a case of pregnancy runs if there be cardiac or pulmon¬ 
ary complications needs only to be remembered to show the importance 
of the routine examination of these organs. 

General advice should also be given to the patient regarding diet, 
exercise, and personal hygiene. The diet should be nourishing and 
simple, and if the appetite be ravenous it should be restrained ; while 
if, as sometimes happens, the reverse is true, it should be stimulated and 
nutrition kept up by milk or concentrated foods. The daily bath may, 
of course, be taken, though it is well to caution against the cold plunge. 
The question of exercise is the one upon which the opinion of the doctor 
is most frequently desired. It may be said that the more severe forms 
should be avoided, such, for instance, as the bicycle, horseback riding, 
sea-bathing, etc.; but, on the other hand, care should be taken to combat 
the unfortunate tendency exhibited by some women to forego all exer¬ 
cise during the latter months because of mistaken ideas of modesty. 

The natural constipation of the pregnant woman should be combated 
by the use of the milder laxatives, such as cascara sagradn or the pill of 
aloin, belladonna, and strychnine. The use of salts and castor oil had 
better be interdicted. 

About two months before the expected date of confinement an estima¬ 
tion of the size of the pelvic inlet should be made. This, a bugbear to 
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many, is in reality an exceedingly simple procedure, only requiring a 
small amount of practice to enable anyone to gain sufficient experience 
for all practical purposes. It is well to remember, however, that the 
method in all its details, as laid down in textrbooks, while valuable for 
statistical purposes and perfectly possible in hospital practice, will often 
in private be found impossible of execution by those whose experience has 
not beeu sufficiently great, as, unless one is more or less expert, an un¬ 
pleasant degree of exposure is essential to the gaining of any reliable data. 

The complete determination of the pelvic diameters is, moreover, of 
little importance in the usual case, as if the inlet be found to be service¬ 
able, the pelvis, as a whole, may be so regarded. The estimation of 
the inlet is, on the other hand, of the greatest import both as an aid to 
prognosis and proper treatment. Its estimation is simplicity itself. It 
will be remembered that the antero-posterior diameter of the inlet of 
the pelvis extends between the promontory of the sacrum and the poste¬ 
rior surface of the symphysis pubis, the point on the symphysis where 
this imaginary line impinges being just below its upper border. As 
any direct estimation of the distance between these two points is impos¬ 
sible, because of the height of the symphysis, it is necessary that some 
indirect method of estimation be employed. By the study of many 
pelves it was found that by measuring the length of the diagonal con¬ 
jugate (the imaginary line between the under edge of the symphysis 
pubis and the upper edge of the promontory), and subtracting from it 
a determined factor, which would represent the height and angle of the 
symphysis, a result could be obtained which would be sufficient for all 
practical purposes. In order to obtain this diagonal conjugate, the 
womau, with all constricting clothing removed, is brought to the side 
of the bed or table, lying in the modified lithotomy position, and the 
iudex and middle fingers of the hand are carried into the vagina in an 
upward and backward direction until the promontory of the sacrum is 
felt. Its mo3t prominent point having been selected, the point upon 
which the under edge of the symphysis impinges is marked on the index 
finger, and the. distance between the end of the middle finger and the 
point just determined is measured. This gives the dimension of the 
diagonal, from which the true conjugate is to be deduced by computa¬ 
tion—that is, by subtracting the factor 2 cm., which will cover the ex¬ 
cess of the diagonal over the true conjugate in the majority of cases. 
It is to be remembered that this excess is occasioned by the fact that 
the surfaces of the symphysis and sacrum are not parallel, and also that 
the symphysis measures vertically about 4 cm. on the average. While 
the promontory of the sacrum can be reached in eveiy case, provided 
the pelvis is not oversized, it will be found that in normal pelves the 
attempt will often occasion the woman considerable pain, due to the 
pressure exerted on the buttocks by the ring and little fingers. 
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By having previously determined the point on the index finger corre¬ 
sponding to a distance of 12J cm. from the end of the middle finger it 
can at once be determined what relation the pelvis under examination 
bears to the normal without recourse to a pelvimeter. By having this 
point on the index finger definitely remembered there will be no need 
to give the normal case the pain spoken of above, as it will at once be 
seen that the edge of the symphysis approaches very closely to the point 
on the index finger previously determined without, perhaps, feeling the 
promontory at all. It must be remembered, however, that there is one 
caution to be exercised, namely, that the direction in which the fingers 
are introduced must be upward as well as backward, as, if this precau¬ 
tion is disregarded, it may easily happen that the distance between the 
symphysis and the hollow of the sacrum will be estimated—a distance 
which, of course, bears no relation to the inlet. To avoid such an error 
it is well to always feel for the ileopectineal lines, and by their conver¬ 
gence of direction determine the position of the promontory. If this 
be done, and the hand is introduced into the vagina until the edge of 
the symphysis approximates to the determined point on the index finger," 
the pelvis may be safely looked upon as normal, even though the actual 
bony prominence of the sncral promontory be not felt. 

The next important duty after the estimation of the pelvis is to deter¬ 
mine the position of the child. If it be found that it is presenting by 
the breech, or that a haud or footling presentation is present, it is well 
to do an external version, attempting the maintenance of this corrected 
position by the use of pads and a binder. Unfortunately, however, this 
change of posture cannot be, as a rule, preserved for any length of time, 
and so the real value of this determination of foetal posture is that the 
patient maybe impressed with the importance of notifying the physician 
as soon as the first labor pains are felt, in order that any interference 
may be piactised at the proper time. 

Within the definition of “ normal cases ” may be properly considered 
women whose pelves on examination are found to be a little less than 
normal, and also those cases of labor in which there is a retardation of 
the head in the cavity of the pelvis. 

Considering the first of these questions—that of the slight pelvic con¬ 
tractions—it is found that of late years there has been a too frequent 
tendency to resort to the induction of premature labor to meet the indica¬ 
tion presented by this slight abnormality. The excuse given was that at 
least no harm could result, and that it was better to ensure an easier labor 
to the mother rather than, by allowing her to go to term, to be compelled 
to resort to the forceps for the delivery. Any considerable number of 
cases will, however, show a certain percentage of infantile mortality, not 
to speak of the decided possibility of the occurrence of maternal mortality 
or morbidity from septic infection. While simply a repetition of well- 
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known facts, it is interesting to note a few results bearing on this point 
as obtained at the Maternity Hospital. In this institution the patients 
are required to enter the house at least three weeks before labor, in 
order to minimize as far as possible the chance-error in the estimated 
date of confinement, and also to gain control of the case, with the idea 
of establishing an improved personal hygiene. Entirely aside from 
these important considerations, adherence to this rule has emphasized 
the following facts as derived from a study of statistics: First, it is 
found that the children of women who have been in the institution for 
a period of three weeks or more weigh at birth 20 grammes more, on 
au average, than do those children whose mothers have either been 
received in labor or who have entered but a day or two before its onset. 
Second, it has also been found that among the twenty-one deaths which 
have occurred among the infauts delivered during the last seven years 
there were seventeen whose mothers had been in the house on an average 
but two days. These two facts speak strongly of the important part 
which the last month of pregnancy plays in the welfare of the child, 
aud should be remembered by those more enthusiastic advocates of pre¬ 
mature labor who would advise this operative procedure as a means to 
meet the slight forms of pelvic deformity. 

That the induction of premature labor is a therapeutic measure, 
whose efficacy cannot be overestimated in the properly selected case, is 
a fact that no one will question ; but, as has been said, there is no doubt 
that its aid is invoked quite often without there being any real indica¬ 
tion for it. The opinion of the writer is that it is best, at least in the 
case of a primipara, in the presence of slight pelvic contractions, to be 
very cautious in advising that premature labor be induced; and, all 
things considered, to look forward in the majority of cases to a more 
difficult labor at term rather than to jeopardize the welfare of the child 
in order to ensure au easier labor for the mother. This, of course, does 
not refer to the cases of pelvic deformity of such a grade that there is 
well-founded fear that a major operation will be necessary if the case 
be allowed to go to term, but, as has been said, to the smaller degrees 
of deformity—such, for instance, as presented by the simple flat pelvis 
with a diagonal conjugate of 10 cm. It is hardly necessary to state 
that these restrictions in the induction of premature labor have no 
bearing on the advisability of the termination of a pregnancy in which 
the onset of labor has been deferred for a considerable period. In hos¬ 
pital work, however, this indication for the induction of labor can but 
rarely be met, as the histories of the patients are so often so very vague 
that no dependence can be placed upon them. 

Regarding the use of forceps in the type of case mentioned above— 
namely, that of a head retarded in the pelvic cavity—it may be said 
that while there is no question that their use simply as a convenience 



MANAGEMENT OF THE PUERPERAL PATIENT. 635 


to the doctor is reprehensible and to be strenuously condemned, it is, 
on the other hand, true that their province is not as narrow as some 
hold —L e., simply to deliver a head after nature'has confessed her 
inability to deliver spontaneously; but that in cases in which the head 
is retarded in the pelvic cavity, with commencing vaginal cedema, their 
use is demanded by the best interests of the case, even though there is 
no doubt that ultimately delivery would be effected by nature unaided. 
In such a case their province is to save the mother from the continuance 
of non-effeetual pains and also to minimize the dangers from septic 
absorption, which in the presence of vaginal oedema are greatly in¬ 
creased. It may also be said that the timely use of forceps will, instead 
of causing pelvic floor lacerations, subserve the opposite end—that of 
prevention. It is necessary to be very definite, lest the idea be given 
that, in the writer’s opinion, there is frequent need for the application 
of forceps in the normal case. Such is by no means his view, but it is 
nevertheless true that much suffering can be avoided by the proper use 
of these instruments, both through prevention of the long continuance^ 
of useless suffering and also by avoidance of prolonged pressure on the 
pelvic structures, which tends to the production of the very condition 
which the opponents of the forceps declare is caused by their appli¬ 
cation—namely, pelvic lacerations. 

In the preparation of the patient for labor there are certain proced¬ 
ures which, if observed, will render her much more comfortable than 
would otherwise be the case, beside minimizing the dangers of subse¬ 
quent infection and the difficulties encountered by those in charge of 
the delivery. The mo3t important among these is the full tub-bath, the 
patient being cautioned to pay particular attention to the external geni¬ 
talia by scrubbing the area covered by the pubic hair most carefully 
with soap and water. She should also take a soap-and-water enema, in 
order to avoid the soiling of the perineum by fecal matter during labor, 
with the attendant danger of infection of any tears that may occur, and 
also to prevent retardation of the birth by impaction of feces. The 
shaving of the pubes, while the custom in many maternity hospitals 
and in such institutions a procedure of great value, would be strenu¬ 
ously objected to among the better class of patients, and among such it 
is unnecessary. 

The comfort of the patient and physician will also be enhanced if the 
ordinary clothing be removed by the middle of the first stage, the 
night-dress and stockings being substituted, with the addition of a 
wrapper or skirt as long as the patient is on her feet. 

The mo3t important phase of this whole subject, however, is, as all 
will agree, the consideration of the best means of conducting a labor 
under aseptic precautions. That the consideration of this subject is 
not, as some might suppose, an exhausted field, will be realized if the 
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current medical literature be consulted. Indeed, a roost remarkable 
amount of uncertainty will be disclosed as to the best methods of apply¬ 
ing the principles of the aseptic technique to the processes of parturition 
and the pucrperiuin. In the institution with which the writer is con¬ 
nected the results obtained are most satisfactory in this respect, there 
having been since the foundation of the house a septic mortality of but 
eleven cases among a series of 2633 confinements, while since the year 
1889 there has been no death from sepsis. In this last period there have 
been 1324 deliveries. Such a record is certainly proof that the method 
by which it was maintained is worth the consideration of men doing 
this class of work. It is particularly to be remembered that this is the 
record of a hospital, and as such is especially good, as in the series of 
cases there were many emergency births in which no attempt could 
possibly be made to prepare the patient in any but the most hurried 
manner. 

During the last few years there ha3 been an attempt on the part of 
some men to shift the blame attached to a septic case by attempting to 
explain its occurrence on the ground of an auto-infection. That this is 
a specious attempt is shown by the rarity of the true case of infection, 
which can scientifically be referred for its causation to previously ex¬ 
istent septic foci in the body. Fehling 1 has recently called attention to 
the folly of considering cases of retention of placental fragments or gon¬ 
orrhoea as true cases of auto-infection, and states that in his experience 
such cases as can truthfully be looked upon as instances of auto-infection 
are very rare, and that in the vast majority of infections the cause will 
be found in a failure of some portion of the technique. This is the 
foundation upon which all successful work in obstetrics must be based, 
and if it is thoroughly grasped will result in the development of the 
aseptic conscience. This, then, is the main fact to be remembered— 
that sepsis occurring in a case of labor always places the attendants on 
trial until their innocence can be proved. As a result of a firm belief 
in this proposition, there are certain results which follow with reference 
to the method of treatment of the woman during the period of deliver}’ 
and also during the puerperium. The preparation of the patient has 
already been described, and it only remains to emphasize one thing 
more, namely—that believing that all sepsis, speaking generally, is 
derived from without, all interference with the genital tract before 
labor by the use of douches or by frequent examinations is prejudicial 
to the case. With regard to the inadvisability of frequent examina¬ 
tions, it has been clearly shown that morbidity at least bears a direct 
proportion to the number made. With respect to the use of the douche, 
it is to be remembered that not only is the danger present that infection 


1 Mflnclicncr nied. WochenschriA, November 27, 1900. 
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may result directly from the introduction of a douche nozzle, but that a 
much greater evil arises in all cases in which its use is countenanced by 
the destruction of those normal bacilli of the vagina whose province it is 
to act as phagocytes, and thus to guard against the invasion by any 
chance infection from without. Moreover, there is no reason in the 
normal case to wash out the vagina, as there are no germs of a virulent 
nature resident within it; while if there be a pathological condition 
present the douche alone will not be sufficient to remove the offending 
germs. To meet this indication, which is most frequently supplied by 
a gonorrhoea, it is necessary to scrub out the vagina thoroughly with 
green soap before using the douche. The same is true of the douche 
after labor, except that its routine use is more dangerous at this time 
even than when used before the birth of the child. It seems hardly 
necessary to emphasize the necessity of the greatest care regarding the 
boiling of all water which is used about the patient, or that the bed¬ 
clothing should be as nearly surgically clean as possible. In hospitals 
the “ as possible ” must be omitted, and an absolute degree of sterility 
be insisted on, as not only is such surgical cleanliness perfectly possible, 
but the dangers of infection are much greater in institutions than in 
private work, no matter what unsanitary conditions are present in the 
home of the private case. Realizing the great importance of the matter, 
the Maternity Hospital enforces the most careful supervision over the 
mattresses and bedding used in the wards set apart as delivery-rooms. 
In order that those not connected with institutions of this character 
may realize the importance which experience attaches to this matter, a 
short rdsumfi of the rules in force in the institution is here given: 

It is necessary to mention, in the first place, that there is nothing in 
any of the wards which cannot be removed, as stationary wash-stands, 
etc., and that each ward is only used for four confinements in succes¬ 
sion. After the fourth case has been transferred to the convalescent 
ward at the end of her two weeks, the ward is closed and cleaned. This 
cleansing is a very careful process, and consists in a twenty-four hours’ 
airing after stripping, the blankets and other bedding being sent to the 
laundry. The ward is then fumigated with formalin and scrubbed with 
soap and water and bichloride, and the beds are washed with turpentine 
and carbolic acid. At the completion of this process the ward is closed 
for a period of twenty-four hours before being made up anew. The 
bedding sent to the laundry is boiled and afterward soaked in a solu¬ 
tion of bichloride of mercury of the strength of 1: 4000. While as 
near an approach to these rules as may be possible is most desirable in 
private, it is, of course, often out of the question to in any way control 
these matters, and, fortunately, the need in the usual run of cases is 
not great, as if care be taken not to directly infect the case by the use 
of dirty instruments or fingers the woman will suffer no inconvenience, 
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even though the conditions are very unpromising as far as bedlinen, 
etc., are concerned. There is, on the other hand, of course, just as much 
danger of infection occurring in the private case as in the case of the 
woman confined in an institution, if the hands or instruments used are 
unsterile. As regards the instruments, the slightest knowledge of the 
requirements of modern asepsis will enable this danger to be avoided; 
but the preparation of the hands is a very different matter. It is to be 
remembered that complete sterilization in the true surgical sense is at 
present an impossibility, and the claim of Ahlfeld, that after a careful 
scrubbing in hot water and alcohol the performance of surgical pro¬ 
cedures is without danger, is best looked upon with decided misgiving. 
It is a much safer stand to assume that if, during the previous two days, 
the hands have been exposed to the virulent organisms of infection, they 
cannot be rendered safe to introduce into the vagina. While, of course, 
this time-limit is artificial, and while also the danger is greatly influ¬ 
enced by the condition of virulence of the particular infection, it is 
nevertheless a much safer rule to follow than to trust in the efficacy of 
attempted sterilization. 

Exigencies of practice, however, prevent the complete avoidance of 
hand contamination from all infective agencies, and, therefore, unless 
some substitute be possible of proposition, the caution.just given would 
be wellnigh useless. Fortunately there is at the present time a per¬ 
fect means whereby the hand may be rendered absolutely sterile, even 
though it has been but just removed from a virulent case of infection. 
This is accomplished by the use of the rubber glove, a means which is 
of particular importance to the general practitioner, liable as he is to 
infection many times during the course of his daily work and generally 
untrained in the details of surgical cleansing of the hands. In the hos¬ 
pital work and private practice of the writer the use of rubber gloves 
is resorted to whenever there is reason to mistrust the condition of the 
hands, as by so doing a sense of security is realized impossible by any 
other means, no matter how carefully the attempted cleansing may have 
been carried out. It is, however, to be remembered that the use of the 
glove is to be considered only as on additional safeguard and not as 
a substitute for hand cleansing. This may seem paradoxical at first 
sight, but a moment’s thought will explain the reason for this state¬ 
ment, since the rubber is so thin that tears may occur at any time 
during use, and also as one of the effects of the glove is to soften the 
superficial layers of the skin, thus permitting the germs which may have 
penetrated deeply to be easily deposited upon any surface with which 
the hand may come in contact; therefore, the bare hand must never be 
substituted for the glove except in the case of the most absolute neces¬ 
sity, and then only after the most careful re-sterilization of the hand. 
The best method for the sterilization of the hands is the scrubbing 
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in several changes of hot water for a period of at least ten minutes, 
followed by the use of benzine, alcohol, and bichloride of mercury, or 
by potassium permanganate, oxalic acid, and bichloride. It is to be 
borne in mind that the most important part of the process is not the 
use of the chemical germicides, but the scrubbing in hot water, and 
that the nail borders and the folds of skin between the fingers and 
around the joints are the hardest to cleanse and also the most usual 
sites of germ lodgement. So important is the use of gloves, and so 
greatly is the safety of the patient enhanced thereby, that there is but 
little doubt that claims for malpractice would be granted by a jury 
if it were proved that a delivery was effected without their use by 
a physician whose personal sterilization was rendered questionable 
because of immediate previous attendance upon a septic case. Before 
leaving the subject it will be well to mention another claim presented 
by the gloves, namely, their use to protect the finger introduced into 
the rectum in order to cause extension of the head at the outlet of the 
pelvis. This procedure, while not at all necessary in the majority of 
cases, is a manceuvre of great value at times, as by its use greater 
control may be exercised over the head than by the forceps in this 
terminal stage, thus avoiding the lacerations which so often follow the 
complete instrumental delivery. As at any moment after the delivery 
some intra-uterine manipulation may be demanded, it can readily be 
seen how serviceable any impervious covering will be. 

Aside from the question of asepsis, the most important question in 
the after-treatment of the case is how best to aid nature in restoring 
the various portions of the genital tract to a condition of involution. 
In a word, this result is to be secured by the repair of all lacerations 
of the perineum and by the insistence upon a sufficient period of rest 
in bed after delivery. TVhile this answer seems simple enough theo¬ 
retically, the numberless cases which year by year apply to the clinics 
bear testimony, not always silent, that either the importance of the 
immediate repair of lacerations of the pelvic floor and the proper 
period of rest are not understood or that their performance is faulty. 
As regards lacerations of the soft parts, there can be no question in 
anyone’s mind that the severe grades, such as tears involving the 
sphincter muscle, demand immediate repair; and it is a fortunate 
thing that, as a rule, if infection be avoided the result will be satis¬ 
factory, healing being perfect. Even at this day, however, the atten¬ 
tion of the general practitioner needs to be directed to the evils resulting 
from neglecting the repair of the much more common tears of the sulci 
or external perineum. It cannot be too strongly insisted upon that all 
tears, without regard to position or extent, should be repaired within 
twenty-four hours after labor, with the exception of lacerations of the 
cervix. While in the case of the small external lacerations this pro- 
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cetlure is to be advised on the ground only of the avoidance of a certain 
percentage of morbidity from local septic absorption, in the tears in¬ 
volving the sulci there is a very important additional reason, since the 
persistence of a laceration tends to the production of a condition of 
subinvolution of the vagina, with a possible uterine participance, and, 
secondarily, a condition of loss of support, with its consequent diffi¬ 
culties. 

It is therefore most strenuously to be urged that an examination, 
by sight and touch, be made immediately after every delivery, to deter¬ 
mine the condition of the soft parts, and that if any lesion be found 
an immediate repair be done. As has been said, the cervical lacera¬ 
tions are not included as coming under this rule, it being better not 
to attempt their repair, save in the event of severe hemorrhage, because 
of the danger of infection and also because of the probable failure of 
the operation. The best method, in the writer’s opinion, by which to 
repair perineal tears is the operation devised by Emmet. Of course, 
the classical form of operation can often not be done, as the denudation 
is not made according to any fixed rule; but the principles of the opera¬ 
tion can be followed, each sulcus being separately repaired and a crown 
suture being inserted to complete the posterior commissure. It is a 
point well worth remembering that it is not necessary to include a large 
amount of tissue in the sutures, as there i3 no retraction of the muscular 
parts, and also that it is necessary to exercise caution, lest too great ten¬ 
sion be caused by a too tight application of the stitches. Care is, how¬ 
ever, necessary as regards the depth to which the needle is carried, as 
unless the bottom of the laceration is reached and picked up by the 
suture a dead space will be left, which at this time will become the 
resting-place of culture media of the highest efficacy. 

With regard to the time to be advised during which the patient should 
remain in bed after delivery, it is to be remembered that no one period 
can be considered as applicable to all cases, but that each case should 
be studied as a unit. The writer’s plan in hospital and private practice is 
as follows: After delivery all normal cases are kept in bed for a period 
of twelve days, and if at the end of that time the uterus does not 
show a degree of involution sufficient to warrant leaving the bed, 
the period of rest is continued, and hot douches and strychnine are 
ordered. 

During the first forty-eight hours after delivery the patient is kept 
lying upon her back, but after that time has elapsed she is encouraged 
to turn from one to the other side and to spend a portion of the day 
lying upon her face and abdomen. This change of posture thus earl}' 
in the puerperal period-is a recent modification, and the number of cases 
observed since it has been established is too small to enable any definite 
conclusions to be drawn; but the experience so far accords with that of 
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Beckers, 1 who advocates this early variation of posture as an aid to 
involution and flow of lochia, and particularly to avoid the occurrence 
of retrodisplaeeraents of the uterus. 

Without question, one of the duties most frequently neglected by the 
practitioner in charge of an obstetrical case is the examination at the 
completion of his attendance. That the importance of such an exami¬ 
nation, made at the time the patient leaves her bed, is not understood 
by many physicians is a fact to be deplored, as eo much can be done at 
this time to combat any evils resulting from the just completed gesta¬ 
tion. It should be an invariable rule to examine every case at the end 
of two weeks, in order to determine the existence of any lacerations of 
the cervix or perineum, and also to Eatisfy one's self that the uterus is 
in its normal position and that involution is progressing satisfactorily. 
The method followed by the writer is to examine every case at the time 
mentioned, and if any backward malposition of the uterus be found it 
is corrected and a pessary is inserted, the woman being instructed to 
return in a short time—a few days at most—in order that immediate 
dangers of the instrument may be avoided, and later on, that the size 
of the supporter may be decreased, to avoid interfering with the normal 
involution of the vagina. It is, of course, unnecessary to state that the 
position of the uterus should be corrected before the application of any 
mechanical support. This is, as a rule, easy, provided that the retro- 
displacement has been the result of the just completed pregnancy. 
While the writer is most strong in his belief as to the importance of 
this examination, and while he believes that one of the causes most 
frequently operative in the production of retrodisplacements of the 
womb is pregnancy, and, moreover, that the sooner this malposition be 
corrected the better from the curative stand-point, he has never felt it 
wise to follow the rather radical methods of Eome of the more recent 
writers on the subject, among whom may be mentioned Ahlfeld, Fritsch, 
and Rissman, 2 who advise that an examination be made and a pessary 
inserted, if needed, at the end of the first week. It has seemed that 
there will still be dangers of possible infection at this early date, and 
that although the lacerations are, as stated by the authors mentioned, 
in the stage of granulation at this time, that satisfactory union may be 
endangered by this early application of the pessary. In the light of 
the experience acquired since the change of posture during the lying-in- 
period has been adopted, this early examination would seem also a use¬ 
less and meddlesome procedure, as almost every case will be found at 
the final examination to present a uterus in good position if the directed 
change in posture has been faithfully carried out. Of course, this is 
only intended to apply to the cases in whom the retrodisplacement is 

i MUnchener med. Wocbenscbrift, August 21,1900. 

= Ibid., March 6.1900. 
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the result of the just completed pregnancy. In certain cases of old, 
backward displacements, good may, in the opinion of many, be accom¬ 
plished by the use of the pessary; and, while it would seem that the 
earlier the application the better the results, the dangers noted above 
render it ill-advised to attempt this early application even here. It is 
probable that, if the uterus be possible of replacement, the faithful 
use of the knee-chest posture, together with the change from the 
dorsal position to the raodi6ed Sims, will accomplish as much in 
aiding the involution of the uterine ligaments, where this is at all pos¬ 
sible, as will the use of the pessary during the first few days after 
delivery. Of course, the pessary should always be inserted, as well in 
old cases of retrodisplacement as in the recent, at a suitable time, 
which, in the opinion of the writer, is at the end of the period of bed¬ 
rest, which may, as a rule, be stated to be the twelfth day. 

In closing it will be well to call the attention of the practitioner to 
the importance of personally overseeing the application of the pad 
and binder. As regards the latter, there is no doubt that it subserves 
a useful purpose in supporting the stretched abdominal muscles, and 
often aids in the obliteration of the separation so often noted between 
the recti muscles. In addition, it certainly adds greatly to the com¬ 
fort of the woman if applied correctly. It should extend from the 
edge of the ribs to the trochanters, and should be kept smooth, the 
nurse being compelled to see that its proper position is maintained. 
This can be best done by making side tucks and pinning the vaginal 
occlusive dressing to its lower margin, both front and back. The 
abdominal pod—made by folding a towel of ordinary size until it 
measures about six inches square—must be applied properly, or its 
object will not only be defeated, but actual harm will result in a certain 
proportion of cases by causing a tendency to backward displacements 
of the uterus. It is to be remembered that the uniustructed nurse will, 
if left to herself, invariably apply the pad immediately above the sym¬ 
physis pubis instead of above the fundus uteri. As the only aim of 
the pad is simply to aid in equalizing the disturbed intra-abdominal 
tension consequent to the birth of the child, with its resulting diminu¬ 
tion in uterine size and overfilling of the abdominal vessels, this position 
is decidedly faulty, as it not only fails to perform its duty, but also, as 
has been said, may actually exert a harmful iufiuence upon the uterine 
body. 



